A 60-year-old man with prostate cancer (PC) was admitted to our hospital in October 2009 for follow up visit. He underwent radical prostatectomy for PC five years ago. The patient's physical examination and complete blood count, biochemical investigations, and chest x-ray were within normal limits. The patient's carcinoembryonic antigen (CEA) and prostate-specific antigen (PSA) levels were 529 ng/mL (normal, <3 ng/mL) and 7.5 ng/mL (normal, <4 ng/mL) respectively. Cranial, thoracic, and abdominal computerized tomography (CT) and whole body bone scan were done. The patient's chest CT scan revealed irregular, 18 mm nodule of the right lower lobe of lung. The cranial and abdominal CT and whole body bone scan revealed no abnormality. The endoscopic evaluation of upper and lower gastrointestinal system was normal. Since there was no evidence of metastatic site other than lung in workup, the patient underwent wedge resection of the lung lesion at December 2009 and histopathologic examination revealed the diagnosis of malignant epithelial tumor. The immunohistochemical examination showed strong staining of tumor cells with PSA, PAP and CEA but CK7, CK20, TTF-1 and SPA were negative (Figure 1 ). So the isolated lung metastasis of prostate adenocarcinoma was considered and bicalutamide and leuprolide acetate were started. One month later PSA and CEA level were 1.14 and 473 ng / ml, respectively, and treatment was continued with leuprolide. In March 2012, he was admitted for follow up visit. The patient's CEA and PSA levels were 639 ng/mL and 1.86 ng/mL respectively.
To the Editor,
A 60-year-old man with prostate cancer (PC) was admitted to our hospital in October 2009 for follow up visit. He underwent radical prostatectomy for PC five years ago. The patient's physical examination and complete blood count, biochemical investigations, and chest x-ray were within normal limits. The patient's carcinoembryonic antigen (CEA) and prostate-specific antigen (PSA) levels were 529 ng/mL (normal, <3 ng/mL) and 7.5 ng/mL (normal, <4 ng/mL) respectively. Cranial, thoracic, and abdominal computerized tomography (CT) and whole body bone scan were done. The patient's chest CT scan revealed irregular, 18 mm nodule of the right lower lobe of lung. The cranial and abdominal CT and whole body bone scan revealed no abnormality. The endoscopic evaluation of upper and lower gastrointestinal system was normal. Since there was no evidence of metastatic site other than lung in workup, the patient underwent wedge resection of the lung lesion at December 2009 and histopathologic examination revealed the diagnosis of malignant epithelial tumor. The immunohistochemical examination showed strong staining of tumor cells with PSA, PAP and CEA but CK7, CK20, TTF-1 and SPA were negative ( Figure 1 ). So the isolated lung metastasis of prostate adenocarcinoma was considered and bicalutamide and leuprolide acetate were started. One month later PSA and CEA level were 1.14 and 473 ng / ml, respectively, and treatment was continued with leuprolide. In March 2012, he was admitted for follow up visit. The patient's CEA and PSA levels were 639 ng/mL and 1.86 ng/mL respectively.
Prostate and lung cancers together are the most common cancers in men, they constitute 43% of all cancer cases and still receive the first two places for cancer-related deaths.
1 Post-mortem studies reported rates of lung metastases of prostate adenocarcinoma as 25-40%. Whereas, the majority of cases, including particularly also bone metastases, there have been several reports of relapsed PC with isolated lung metastasis. Although, extraordinarily high serum level of CEA have been reported to be associated with gastrointestinal cancer such as, colon, gastric, biliary, and pancreatic cancer and breast and lung cancer, PC with high serum levels of CEA without elevation of PSA has been reported. [2] [3] [4] [5] [6] However, the prognostic role of CEA in the context of PC is unclear.
The prognosis in patients with PC usually depends on metastatic sites. Nonetheless, pathways of metastasis in prostate cancer are not fully understood. Solitary nodules, especially in elderly individuals with history of smoking usually, are due to primary lung cancer. Isolated pulmonary metastases of PC may be synchronous or metachronous. Metachronous metastases usually occur after median 2 years diagnosis of prostate cancer.
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UHOD Number: PC, especially in elderly male patients with pulmonary nodules, should be considered in the differential diagnosis. 7 The immunohistochemical staining with PSA and PAP are important for differential diagnosis3. Although the treatment options are limited for most of the metastatic carcinomas; longterm, disease-free survival has been reported after resection for solitary lung metastases of renal cell carcinoma, colon and breast cancer and sarcomas. However, the role of resection of lung metastasis of PC regarding survival is uncertain. 4 7-9 In our case, a complete remission was achieved with resection and currently patient is still followed without progression (27 months of disease free survival by March 2012).
In conclusion, although isolated pulmonary metastasis of PC are unusual, chest CT should be done in patient with elevated marker. We suggest that resection of pulmonary metastatic lesion could contribute to the management of PC and quality of life, as in other malignancies. 
